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Traumatic brain injury and homelessness: from prevalence to 
prevention
Traumatic brain injury (TBI) is a major public health 
issue. Each year, 50–60 million people will experience 
their first TBI and it is estimated that half of the global 
population will experience at least one TBI during their 
lifetime.1 TBI disproportionately affects young people 
and is a leading cause of death among children and 
adolescents in high-income countries.1 Despite increased 
education and prevention efforts, the global burden 
of TBI is increasing.2 Emerging evidence suggests that 
the risk factors for TBI closely align with the social 
determinants of health and causes of social exclusion, 
including poverty and marginalisation. Although good 
evidence shows that socially excluded groups, including 
people who are homeless, are more likely to die from 
injury than the general population,3 our understanding 
of TBI in these groups is poor.
In The Lancet Public Health, Jacob Stubbs and colleagues4 
evaluate the lifetime prevalence of TBI among people 
who are homeless or marginally housed. By doing a meta-
analysis of 26 studies identified through a systematic 
review, they generated a pooled estimate of lifetime TBI 
prevalence in this population of 53·4% (95% CI 47·6–59·1) 
for any TBI severity and 24·9% (95% CI 16·3–35·9) for 
moderate to severe TBI. This lifetime prevalence of TBI 
of any severity is between 2·5-times and 4·0-times 
higher than estimates for the general population. Of 
note, the estimated lifetime prevalence of moderate to 
severe TBI is almost ten-times higher than in the general 
population. These findings are strong evidence that 
homeless and marginally housed individuals experience 
a disproportionate burden of TBI and are a key group for 
efforts aimed at better identification and treatment.
The identification of TBI among homeless or 
marginally housed people is likely to be particularly 
challenging because of a high prevalence of severe 
mental illness, harmful substance use, and profound 
multimorbidity among this group, and probable 
diagnostic overshadowing. Accordingly, Stubbs and 
colleagues recommend increased screening for TBI 
among homeless or marginally housed individuals in 
clinical settings and a lower threshold for referral for 
more accurate, yet costly, neuroimaging diagnostic 
methods. In a meta-regression, the authors found that 
the method used to identify TBI significantly affected 
the estimated prevalence, suggesting that structured 
interviews are needed to identify those who require 
further diagnostic testing to ensure equitable access to 
treatment.
Advances in the use of biomarkers could improve the 
efficiency and accuracy of TBI identification, help guide its 
subsequent management, and decrease the cost of doing 
so.5 These improvements could be especially important 
among children and adolescents who might not be able 
to communicate their symptoms effectively.6 However, 
identification and referral to specialist services might not 
be sufficient to achieve equivalent outcomes among such 
highly marginalised populations with complex health 
and social needs. The transient nature of homelessness 
complicates the ability of clinical services to provide long-
term follow-up care and rehabilitation. Therefore, contact 
with the health system for TBI is a critical opportunity to 
identify and provide social and housing support to people 
who are at risk of housing instability.
We must acknowledge that even for those who receive 
evidence-based treatment and rehabilitation, TBI can 
still result in poor health, functional, and socioeconomic 
outcomes that can endure over their lifespan.7 Therefore, 
prevention must be a central component of public health 
efforts to reduce the incidence and overall burden of TBI. 
However, we have a poor understanding of effective injury 
prevention strategies in marginalised groups and further 
research is warranted in this field. Among the studies that 
reported age of first TBI, Stubbs and colleagues calculated 
a weighted mean age of first TBI of 15·8 years (range 
15·0–19·9) and younger age at first homelessness was 
consistently associated with a history of TBI among the 
included studies. These findings suggest that providing 
individuals, particularly young people, with stable housing 
is important for preventing TBI.
It is becoming increasingly clear that TBI can be both a 
cause and consequence of homelessness.8 The functional 
and socioeconomic consequences associated with TBI 
can present challenges to finding and retaining stable 
housing.8 Conversely, a dose-dependent relationship 
exists between the duration of homelessness and the 
occurrence of TBI (ie, the longer a person is homeless, the 
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higher the risk of TBI).9 Given the increasing evidence for 
a potential causal relationship, a randomised controlled 
trial investigating the effect of a housing intervention 
on TBI incidence is both feasible and warranted. 
The Housing First model, in which homeless people 
are provided immediate access to permanent, non-
contingent housing, has been found to reduce hospital 
contact for injury.10 Establishing the effectiveness of a 
Housing First approach in preventing TBI among people 
at risk of housing instability should be a public health 
priority for researchers and policy makers.
To ameliorate the substantial TBI burden experienced 
by homeless and marginally housed people, we must 
combine efforts to identify and treat TBI with integrated 
case-management and prevention strategies that 
address both the housing needs and determinants of 
social exclusion for those at risk of housing instability.
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